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Dear Editor,
Grade III or grade IV haemorrhoids are best treated with
surgical treatment (1).
Clinical case
A 31 years-old man, with grade IV haemorrhoids and spo-
radic rectal bleeding in the previous year had been treated with
stapled Longo haemorrhoidopexy, with no short-term compli-
cations.
Six days after the procedure he was admitted in the Emer-
gency Department due to severe rectal bleeding and anal
pain. The physical exam was normal and the haemoglobin
was 12,7 g/dL.
He was submitted to a surgical reintervention and an area of
necrosis with active bleeding was observed. A supplementary
haemostatic suture was successfully performed and he was dis-
charged the next day.
The patient returned 24 hours later with the same complains.
In the physical exam he was pale, with hypotension and with
anaemia (Hb 9,9 g/dL).
A second surgery was performed showing the same features
and requiring another supplementary haemostatic suture that
was ineffective. Haemoglobin decreased in the following hours
to 6,8 g/dL, with the need of blood transfusion.
A flexible sigmoidoscopy revealed, near the suture, an ulcer
occupying 2/3 of the wall with a cloth in one of its extremities
(Fig. 1). An endoscopic treatment with epinephrine’s injection
(2,5 cc) was done.
The patient was discharged 3 days later without any symp-
toms or anaemia (haemoglobin 11,4 g/dL).
The follow-up flexible sigmoidoscopy, 2 months later,
showed a healed mucosa.
Discussion
Conventional haemorrhoidectomy, like Milligan-Morgan
technique, is the most effective treatment but with some post
operative morbidity. After this surgery, patients complain about
pain caused by the incisional wounds in the perianal skin and
needing 2 or 3 days of hospitalization for an analgesic regimen
and a recovery period longer than one month (1).
Fig. 1. Below the suture line there’s an ulcer occupying 2/3 of the wall
with a clot in one of its extremities.
Stapled haemorrhoidopexy (HL) is the possible alternative
technique (1,2). Developed by Longo in 1994, it maintains the
anal canal’s anatomy, creating an anastomosis 3 cm above the
dentate line, in an area of low sensibility (3,4), which means
less postoperative pain, shorter hospitalization and lower anal-
gesics consumption (2).
Complication rates are similar for both techniques, being the
postoperative bleeding the most common complication (1-
25%), followed by faecal impactation, abscess or infection and
more rarely sphincter’s lesion, suture’s dehiscence or stricture
(2-4).
HL long-term studies as well as comparative trials between
the 2 techniques are rare. In the few existing comparative stud-
ies, the level of satisfaction is also similar (3).
HL works in the vascular factor (with stapled circular inter-
ruption of mucosal and submucosal vascular branches that
cause the haemorrhoids) and in the mechanical factor (excision
of the excessive prolapsed mucosa, caused by the stretching of
the ligaments of Parks and Trietz) (4).
Because this technique does not damage the perianal skin
below the dentate line is less painful (3,4). The postoperative
pain, specially associated to defecation, although less severe
and shorter than the postoperative pain of conventional haem-
orrhoidectomy, is the most common patients’ complain. The
pain has several causes: thrombosis of the haemorrhoidary tis-
sue, suture too near of the dentate line or small abscess or in-
flammation around the suture (5).
Intra- or postoperative bleeding can occur. Intraoperative
bleeding rate is around 10%, being treated with haemostatic su-
ture (3,5). Posoperative bleeding happens in 1-4% of the cases,
mostly caused by the primary clot’ fall among the 7th and 30th
day (2,6); there’s no preventive treatment, being necessary to
perform another surgery with haemostatic suture (2,3).
In our case the bleeding didn’t occur only due to the fall of
the clot but also because of posoperative ischemia of distal rec-
tum, causing mucosa and submucosa’ ulceration with vessels’
exposition, although we didn’t find similar cases described in
world literature. The ischemia would also explain the anal pain.
HL is an excellent procedure for haemorrhoids’ treatment,
with low morbidity and short hospitalization. However we need
to be alert to possible complications that are not yet described,
like our case, because this is a new technique.
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